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STATE: Missouri
OPTOMETRIC SERVICES

The state agency will establish fee schedules based on the reasonable charge for the
services as defined and determined by the Division of Medical Services. The
determination and reimbursement of reasonable charge will be in conformance with the
standards and methods as expressed in 42 CRF 447 Subpart D. Agency payment will be
the lower of :

(1) The provider's actual charge for the service; or
(2) The allowable fee based on reasonable charge as above determined.

The state agency will reimburse providers of any Optometric Services a may be covered
under Medicare Part B, to the extent of the deductible and coinsurance as imposed under
Title XVIlI for those Medicaid eligible recipient-patients who also have Medicare Part B
eligibility.

l Prospective Outpatient Hospital Services Reimbursement methodology for

Hospitals Located Within Missouri.

A Outpatient hospital services shall be reimbursed on a prospective outpatient
payment percentage effective July 1, 2002 except for services identified in
subsection I.C. The prospective outpatient payment percentage will be
calculated using the Medicaid overall outpatient cost-to-charge ratio from the
fourth, fifth, and sixth prior base year cost reports regressed to the curmrent
State Fiscal Year (SFY). (If the current SFY is 2003, the fourth, fifth and sixth
prior year cost reports would be the cost report filed in calendar year 1997,
1998, and 1999.) The prospective outpatient payment percentage shall not
exceed one hundred percent (100%) except for nominal charge providers
and shall not be less than twenty percent(20%).

B Outpatient cost-to-charge ratios will be as determined in the desk review of
the base year cost reports.

C Outpatient hospital services reimbursement limited by rule.

. All services provided to General Relief (GR) recipients will be
reimbursed from the Medicaid fee schedule in accordance with
provisions of 13 CSR 70-15.020.

2. Effective for dates of service September 1, 1985, and annually
updated, certain clinical diagnostic laboratory procedures will be
reimbursed from a Medicaid fee schedule which shall not exceed a
national fee limitation.

3. Services of hospital-based physicians and certified registered nurse
anesthetists shall be billed on a CMS-1500 professional claim form,
which is incorporated by reference as part of this rule, and
reimbursed from a Medicaid fee schedule or the billed charge, if less.

4. Outpatient hospital services provided for those recipients having
available Medicare benefits shall be reimbursed by Medicaid to the
extent of the deductible and coinsurance as imposed under Titlie XVIIiI.
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II Exempt Hospitals. Medicaid providers which do not have a fourth, fifth and sixth prior
year cost report.

A Interim payment percentage. An interim outpatient payment percentage for new
Medicaid hospital providers will be set at seventy-five percent (75%) for the first
three state fiscal years in which the hospital operates. The cost reports for these
three (3) years will have a cost settiement calculated in accordance with Attachment
4.19B, Appendix A.

B Outpatient percentage. The outpatient payment percentage for the fourth and fifth
year in which the hospital operates will be based on the overall Medicaid cost-to-
charge ratio from its fourth prior year cost report.

ill Closed facilities. Hospitals which closed after January 1, 1999 but before July 2, 2002
will have final settlements for cost reports ending during this time period calculated in
accordance with Attachment 4.19B Appendix A.

IV Definitions

A Base cost report. Desk-reviewed Medicare/Medicaid cost report. When a facility
has more than one (1) cost report with periods ending in the fourth prior calendar
year, the cost report covering a full twelve (12)-month period will be used. If none of
the cost reports cover a full twelve (12) months, the cost report with the latest period
will be used. If a hospital’'s base cost report is less than or greater than a twelve
(12)-month period, the data shall be adjusted, based on the number of months
reflected in the base cost report to a twelve (12)-month period.

B Cost report. A cost report details, for purposes of both Medicare and Medicaid
reimbursement, the cost of rendering covered services for the fiscal reporting
period. The Medicare/Medicaid Uniform Cost Report contains the form utilized in
filing the cost report.

C Effective date.

1. The plan effective date shall be July 1, 2002.
2. New prospective outpatient payment percentages will be effective July 1 of each
SFY.

State Plan TN# 02-20 Effective Date: 07/01/02
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I. Outpatient hospital settlements, Provider-Based Rural Health Clinic (PBRHC) settlements or
Provider-Based Federally Qualified Health Centers (PBFQHC) settlements will be calculated
after the Division receives the Medicare/Medicaid cost report with a Notice of Provider
Reimbursement from the hospital Fiscal Intermediary. Outpatient settlements shall not be
determined for cost report periods ending after December 31, 1998 except for recently closed
hospitals and new hospitals as provided for in subsection I.E.

A. The Division of Medical Services shall adjust the hospital's outpatient Medicaid payments,
PBRHC/PBFQHC Medicaid payments (except for those hospitals that qualify under
subsection 1.B., whose payments will be based on the percent of cost in LA.1., 2, 3 or 4.
for:

1. Services prior to January 5, 1994, the lower of eighty percent (80%) of the outpatient
share of the costs from subsection 1.D., or eighty percent (80%) of the outpatient
charges from paragraph I.C.1.,;

2. Services after January 4, 1994 and prior to April 1, 1998, the lower of ninety percent
(90%) of the outpatient share of the cost from subsection 1.D., or ninety percent (90%)
of the outpatient charge from paragraph I.C.1.;

3. Services after March 31, 1998, included in cost reports ending prior to January 1, 1999
the lower of one hundred percent (100%) of the outpatient share of the cost from
subsection 1.D, or one hundred percent (100%) of the outpatient charge from
paragraph 1.C.1; and.

4. PBRHC and PBFQH shall be reimbursed 100% of its share of the cost in subsection
I.D.

B. A facility that meets the Medicare criteria of nominal charge provider for the fiscal period
shall have its net cost reimbursement based on its cost in subsection I.A.1., 2 or 3.

C. The Medicaid charges used to determine the cost, and the payments used to determine the
settlement will be:

1. For outpatient services the charges and payments extracted from the Medicaid
outpatient claims history for reimbursable services paid on a percentage basis under
Attachment 4.19B

2. For provider based PBRHC and PBFQHC the charges and payments will be services
billed under Attachment 4.19B, page 8 for FQHCs and page 44 for PBRHCs.

State Plan TN#_02-20 Effective Date 07/01/02
Supersedes TN#.01-24 Approval Datd



Attachment 4.198
Appendix A
Page 2

D. The Medicaid hospital’'s outpatient cost will be determined by muiltiplying the overalil
outpatient cost-to-charge ratio, determined in accordance with paragraph 1.D.1., by the
Medicaid charges from paragraph |.C.1. To this product will be added the Medicaid
outpatient share of GME. The GME will be determined using the methodology on
worksheet E-3 part IV from the Medicare/Medicaid cost report (CMS 2552-96) by
substituting Medicaid data in place of Medicare data:

1. The overall outpatient cost-to-charge ratio will be determined by multiplying the
reported total outpatient charges for each ancillary cost center excluding PBRHC or
PBFQHC on the supplemental worksheet C column 1 (CMS 2552-83) or substitute
schedule by the appropriate cost-to-charge ratio from worksheet C (CMS 2552-96)
column 7 part | of the fiscal intermediary’s audited Medicare/Medicaid cost report to
determine the outpatient cost for each cost center that is reimbursed on a percentage
of charge basis by Medicaid under Attachment 4.19B. Total the outpatient costs from
each cost center and total the outpatient charges from each cost center. Divide the
total outpatient costs by the total outpatient charges to arrive at the overall outpatient
cost-to-charge ratio.

E. The Medicaid outpatient final settlements for cost reports ending prior to January 1, 1999
unless the hospital closed prior to July 1, 2002, will determine either an overpayment or an
underpayment for the hospital’s outpatient services:

1. The outpatient Medicaid cost determined in section 1.D. is multiplied by the percent of
cost allowed in paragraph 1.D.1., 2., or 3., to determine the reimbursable cost for
outpatient services. (If a cost report covers both periods the outpatient Medicaid
charges will be split to determine the reimbursable cost for each time period.) From
this cost subtract the outpatient payments made on a percentage of charge basis
under Attachment 4.19B for the time period. (Medicaid payments include the actual
payment by Medicaid, third party payments, coinsurance and deductibles.) The
difference is either an overpayment (negative amount) due from the provider or an
underpayment (positive amount) due to the provider.

State Plan TN#_02-20 Effective Date _07/01/02
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2. Closed facilities. Hospitals which closed after January 1, 1999 but before July 1, 2002
will have final settlements for cost reports ending during this time period calculated in
accordance with 13 CSR 70-15.040(4)(E)1; and

3. New hospitals which do not have a fourth, fifth, and sixth prior year cost report
necessary for establishment of a prospective rate will have final settlement calculated
for their initial three cost report periods.

F. The Medicaid PBRHC or PBFQHC final setlement will determine either an overpayment or
an underpayment for the hospital's PBRHC or PBFQHC services. For PBRHC or PBFQHC
services multiply the PBRHC or PBFQHC Medicaid charges from paragraph (4)(C)2., by
the cost center’s cost-to-charge ratio to determine PBRHC or PBFQHC cost. From this
cost, the PBRHC or PBFQHC payments associated with charges from paragraph (4)(C)2.,
are subtracted. The difference is either an overpayment (negative amount) due from
provider or an underpayment (positive amount) due to provider.

State Plan TN# __02-20 Effective Date__07/01/02
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